In the past 2 decades, epidemiologic and clinical studies have identified negative sequelae associated with a history of child sexual abuse (CSA), especially psychopathology. CSA has been linked to depression across all age groups, [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] generalized anxiety disorder, 10, 11 panic disorder, 1,9 phobias, 1, 7 and especially posttraumatic stress disorder (PTSD). 7, 9, [12] [13] [14] [15] [16] [17] CSA has also been linked to substance problems and dependence. 1, 7, [9] [10] [11] [18] [19] [20] [21] [22] [23] [24] [25] Although there have been several informative review articles, [26] [27] [28] [29] [30] to our knowledge no previous studies have examined the associations between CSA and a range of mood, anxiety, and substance disorders in a nationally representative sample of individuals in the United States.
CSA is a major public health problem, with estimates from national probability samples ranging from 0% to 16% among men and 3% to 27% among women. 16, 24, [31] [32] [33] [34] [35] Its measurement is complicated, given debate over case definitions, the stigmatizing nature of abuse experiences, and the controversial, private nature of the abuse event itself. 36 Studies show that CSA often co-occurs with other adverse family conditions, including marital conflict, separation from biological parents, family psychopathology, parental substance problems, and physical abuse. 37, 38 Some studies that have taken into account other adversities found that CSA still powerfully predicted psychopathology. [39] [40] [41] One suggested mechanism is that CSA causes disruptions in the development of a child's sense of self, leading to difficulty in relating to others, inability to regulate reactions to stressful events, and other interpersonal and emotional challenges that make psychiatric disorders more likely. 29 Since a diagnosis of PTSD requires a highly distressing event and reliving of the trauma through nightmares or uncontrollable thoughts, its links to CSA are easier to postulate. However, not everybody who experiences CSA develops PTSD. Recent research has been investigating potential pathways and risk factors for PTSD. [13] [14] [15] 17, [42] [43] [44] Psychiatric disorders take an enormous toll on those who suffer from them and on their families, their friends, and society as a whole. [45] [46] [47] [48] [49] The National Comorbidity Survey (NCS) estimated the US prevalence of lifetime mood disorders at 19.3%, lifetime anxiety disorders (other than PTSD) at 24.6%, 50 lifetime PTSD at 7.8%, 51 and lifetime substance abuse or dependence at 26.6%. Overall, the prevalence of any lifetime disorder was estimated at 48%. 50 The aim of this study was to examine the relation between CSA and psychopathology, using a nationally representative sample. We examined the impact of CSA on a range of lifetime psychiatric disorders as classified by the Diagnostic and Statistical Manual of Mental Disorders, Revised Third Edition (DSM-III-R). 52 We also obtained information on a wide range of other childhood adversities and thus examined CSA independent of other childhood traumas. Since these conditions often co-occur in the same families, 39, 40, 53 their inclusion in this study is critical. Additionally, we explored whether type of sexual abuse, the relationship of the victim to the perpetrator, and chronic rather than isolated incidents put survivors at even higher risk of psychopathology.
Child Sexual Abuse and Subsequent Psychopathology: Results From the National Comorbidity Survey Methods Data for the current study were collected between 1990 and 1992 by the NCS, the first nationally representative, general population survey of the United States to administer structured psychiatric interviews yielding DSM-III-R diagnoses. The NCS used stratified, multistage area probability sampling to select subjects from the noninstitutionalized civilian population aged 15 to 54 years, plus students in group housing, in the 48 contiguous states. The final sample consisted of 8098 participants, for a response rate of 82.4%. Informed consent was obtained from all respondents as well as from parents for those aged 15 to 17 years. Detailed descriptions of methods employed by the NCS have been published elsewhere.
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Measures
All respondents were administered a modified version of the Composite International Diagnostic Interview (CIDI), a structured interview administered by nonclinician interviewers. International field trials of the CIDI by the World Health Organization 55, 56 showed good interrater and test-retest reliability. Diagnoses were shown to be valid except for mania 57 and acute psychotic disorder. 58 The CIDI yielded 14 DSM-III-R psychiatric diagnoses and information about the course of disorders, including ages at first occurrences of associated symptoms, which were used to calculate an age at onset for each diagnosis.
Risk factors were asked about in a second part of the survey, which was administered to all those with positive diagnoses in part 1, all respondents aged 15 to 24 years, and a random sample of the remaining respondents. The analyses in the current study use data from this subsample of 5877 participants.
Sexual abuse questions were imbedded in the section of the NCS measuring PTSD. Preliminary studies 59 were conducted to improve the accuracy of memory and to increase the reporting of PTSD traumas. Respondents were shown a list of 12 traumas and were asked about each by number (e.g., "Did you ever experience Event 1 on the list?") The item describing rape read: "You were raped. (Someone had sexual intercourse with you when you did not want to by threatening you or using some degree of force.)" The item describing molestation read: "You were sexually molested. (Someone touched or felt your genitals when you did not want them to.)" Those who reported rape or molestation were asked how old they were the first time this happened, and whether it was an isolated event or was chronic. They were asked whether (1) a relative, (2) a step-relative, (3) someone else they knew, or (4) a stranger perpetrated the first event. We define respondents who reported that their first experience of rape or molestation occurred before 18 years of age as having experienced CSA.
Measures of parental psychopathology came from the Family History Research Diagnostic Criteria Interview, 60 with the exception of parental generalized anxiety disorder, which came from a similar instrument. 61 Measures of verbal and physical violence came from the Conflict Tactics Scales. 62 
Statistical Analyses
All analyses were conducted with SAS. 63 Discrete time-event survival analysis 64, 65 was used to model the occurrence and timing of outcomes, so that only psychiatric disorders that occurred after the first CSA event are predicted by the models. Separate data sets were created for each disorder. Data were rearranged into a person-year format, where each individual was assigned a person-year for every year of life that he or she was at risk for a disorder. These person-years become the unit of analysis in each model. The personyear data set contains observations representing each year of life through the interview age for individuals who do not develop the disorder. Among those individuals who report a disorder, person-years are assigned for each year through the age they reported that the disorder began, and the remaining person-years between the age the disorder began and the interview age are censored, or not included in the data set. Logistic regression 66 was used with these new data sets. Indicator variables are included that model the underlying baseline hazard function, by representing the log odds that a person will develop the outcome in a particular year, given that he or she "survived" previous years. Coefficients are equivalent to discrete time survival coefficients; after exponentiation, they are interpreted as odds ratios.
Control variables for childhood adversities other than sexual abuse were created by the SAS VARCLUS procedure, a variablereduction method that reduces the number of variables by grouping them on the basis of a covariance matrix into nonoverlapping clusters that can be interpreted as unidimensional. 63 A total of 19 adversities yielded the following clusters that were used as 7 indicator variables of other childhood adversities:
(1) mother's verbal or physical abuse toward the respondent; (2) father's verbal or physical abuse toward the respondent; (3) parents' verbal or physical abuse of each other; (4) mother's psychopathology (depression, anxiety disorder); (5) father's psychopathology; (6) mother's substance abuse problems and antisocial behavior; and (7) father's substance abuse problems and antisocial behavior. To examine the effects of the victim's relationship to the perpetrator and chronicity of abuse, separate person-year data sets were created that used only data from respondents who reported CSA.
Separate analyses were conducted for females and males throughout this study. Because research suggests that there are sex differences in vulnerability to negative life events, 36, 67 it was expected that results would be different enough to warrant separate models. Indeed, when models with data from both sexes were attempted, multiple interaction terms were significant between sex and the predictors and the control variables under study. Such results would have been much more difficult to describe and interpret than separate results for women and men.
Weights were used in all analyses to (1) approximate a national population distribution, 68 (2) account for nonresponse, and (3) account for variations in probability of selection both between and within households. Standard errors were calculated with jackknife repeated replications.
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Results
Estimated prevalences of child rape and molestation are reported in Table 1 . Separate estimates are presented by gender for first incidents of either isolated or chronic abuse before age 18, as well as by category of perpetrator. The overall prevalence was higher for females (13.5%) than for males (2.5%) (χ 2 1 = 237, P = .001). Most perpetrators were known to the respondents. Child rape was more likely to be an isolated event than a chronic one, and molestation was equally isolated and chronic. Table 2 displays the lifetime prevalence of 17 psychiatric outcomes among those reporting and those not reporting CSA and the results of discrete time survival analyses. These survival models predicted 1 disorder at a time, each model controlling for age cohort, race, divorced parents, parental psychopathology, parental verbal and physical abuse, parental substance use problems and dependence, and the log odds of the outcome for each year at risk. Among those sexually abused, the prevalence of lifetime psychiatric disorders was higher than among those who did not report CSA. For example, the percentage of women with lifetime alcohol Discrete time-event survival models controlled for age cohort, race, divorced parents, parental psychopathology, parental verbal and physical abuse, parental substance use problems and dependence, and the log odds of the outcome for each year at risk. The parameter estimate for rape was significantly higher than the estimate for molestation when they were entered as separate predictors. *P < .05. dependence was 15.6% among those reporting CSA, compared with 7.6% among those not reporting CSA; the equivalent percentages among men were 38.7% and 19.2%. Among women, significant associations were found between CSA and 14 of 17 subsequent lifetime mood, anxiety, and substance disorders in multivariate discrete time-event survival models. Among men, 5 subsequent disorders were associated with CSA. All of the models had some significant adversity cluster variables; most commonly, it was mother's psychopathology (significant in 30 of the 34 models displayed in Table 2 ). Physical and verbal abuse between parents and father's psychopathology were each significant in 11 of 34 models. Parental substance abuse and antisocial behavior were significant only for substance-related outcomes. Interaction terms were tested between CSA and each of the childhood adversity clusters, but out of 38 interactions tested, only 1 was significant-a number less than expected by chance at the P < .05 level.
Mood, Anxiety, and Substance Disorders
Stratified analyses were conducted to further examine the relationship between CSA and psychiatric disorders independent of other adversities. Figure 1 presents the prevalence of childhood rape and molestation for males and females in relation to the number of other adversities reported. The prevalence of CSA Note. Asterisk denotes significant difference (P < .05) compared with the stratum with no other adversities. was significantly higher in each stratum of females reporting other adversities compared with the stratum reporting none. Among males, the prevalence of molestation was significantly higher in the stratum reporting 5 or more adversities than in the stratum reporting none. Discrete time survival models were rerun for those respondents who reported no other adversities. Among females, the odds of depression in this subgroup were 3.8 (95% confidence interval [CI]=2.0, 7.3), the odds of alcohol problems were 2.3 (95% CI=1.1, 4.9), and the odds of drug problems were 4.5 (95% CI=1.5, 13.2). These values were almost double those from the whole sample shown in Table 2 . The discrete time survival models were also rerun for those respondents who reported 5 or more adversities; odds ratios were very similar to those in the full sample (e.g., odds of depression among females were 1. 
Consequences of Type and Chronicity of Abuse
For 2 of the outcomes (PTSD and drug dependence among women), odds ratios differed significantly for the 2 types of CSA measured in this study. This finding supports the hypothesis that child rape has worse sequelae than does child molestation. Table 3 contains results of an analysis of the effects of the victim's relationship to the perpetrator and of whether CSA was an isolated incident or was chronic. Lack of statistical power limited this analysis to females. Child rape perpetrated by step-relatives and acquaintances resulted in higher odds of PTSD than did child rape perpetrated by strangers when chronicity was controlled for. When the victim's relationship to the perpetrator was controlled for, chronic molestation was significantly associated with mood disorders and PTSD, and chronic rape was significantly associated with anxiety disorders other than PTSD.
Discussion
Although different definitions of sexual abuse have been used across studies, it is important to compare our findings with those from other nationally representative samples. The CSA prevalence rate among females of 13.5% reported here falls in the middle of rates determined by 6 other national studies, which range from 2.9% to 27%. The National Survey of Children reported prevalences of nonvoluntary intercourse ranging from 2.9% among the youngest Black females to 12.7% among 20-year-old White females. 31 In one study of adults, Finkelhor et al. estimated the prevalence of CSA at 27% 32 ; in a second study of children, the prevalence among girls aged 10 to 16 years was reported to be 3.2%. 33 The longitudinal National Women's Study estimated lifetime rape at 13% (with 61% of rapes having occurred before 18 years of age) and molestation or attempted sexual assault at 14.3%. 16, 34 Wilsnack et al. estimated CSA at 21.4%. 24 The National Violence Against Women Survey estimated lifetime completed rape among women at 14.8%. 35 Our estimate of the prevalence of CSA among males is 2.5%, which is at the low end of the range of 0% to 16% found in 4 of the studies mentioned above that surveyed males. The National Survey of Children estimated prevalences of nonvoluntary intercourse ranging from 0% among the youngest (<14 years) Black males to 6.1% among Black males aged 18 to 20 years. 31 In the studies by Finkelhor et al. mentioned above, 16% of men 32 and 0.6% of boys aged 10 to 16 years 33 reported having experienced CSA. The National Violence Against Women Survey estimated lifetime completed rape of men to be 2.1%. 35 Our prevalence estimates, applied to 1990 US census 70 estimates of the number of people aged 15 to 54 living in the 48 contiguous states, translate to approximately 9.6 million females and 1.8 million males reporting sexual abuse before 18 years of age. These esti- Note. OR = odds ratio; CI = confidence interval.
a Discrete time-event survival models controlled for age cohort, race, divorced parents, other childhood adversities, and the log odds of the outcome for each year at risk. Other than posttraumatic stress disorder. *P < .05.
mates can be generalized to the household population in those 48 states, but they do not include people who were residing in treatment programs, jails, or prisons or who were homeless at the time of data collection. Because studies conducted in each of these marginalized populations have shown higher rates of CSA than in the general population, 18,71-74 our estimates are likely to be underestimates of the total number of girls and boys at risk for CSA in the United States.
Compared with lifetime estimates of psychiatric disorders in the United States as reported by the NCS, the prevalence of disorders among those reporting CSA was much higher. For example, the percentage of women with lifetime depression was 39.3% among those reporting CSA, compared with 21.3% in the general population. 50 Especially striking are the results for any mood, anxiety, or substance disorder: 78% of the women and 82% of the men reporting CSA met criteria for at least 1 lifetime disorder. This can be compared with the finding that 48.5% of women and 51.2% of men in the NCS met criteria for any lifetime disorder. 75 The results of the current study support previous findings of a strong relationship between CSA and psychopathology, among both men and women. We found this evidence in a large, random sample of the US population that was representative of the household population aged 15 to 54 years residing in the 48 contiguous states. Some studies show that chronic CSA perpetrated by a close relative or other trusted acquaintance has more severe long-term consequences than isolated incidents perpetrated by strangers. 76, 77 We also found support for this hypothesis, although we were able to investigate it only among women.
Many childhood adversities have been shown to be associated with poor mental health outcomes. 78 All of the adversities in this study were also associated with CSA, which may confound the noted relationship between CSA and psychopathology. After such potential confounders were adjusted for, there was still a strong, independent, statistically significant relationship between CSA and the majority of mood, anxiety, and substance disorders. Parental psychopathology, especially among mothers, was the most significant family adversity, a finding warranting further investigation of this factor as a potential mechanism.
We found additional evidence that CSA is associated with psychopathology when it is not an element of a larger syndrome of family adversities. Analyses limited to the group reporting no other childhood adversities resulted in almost twice the odds for some disorders compared with the results from the whole sample. Although this subsample is no longer nationally representative, this finding implies that CSA occurring in relatively healthy families still has negative psychiatric consequences. The impact of CSA may be particularly profound among such persons, where CSA may represent a significant and unexpected betrayal by trusted adults. Furthermore, in the group of respondents reporting 5 or more other adversities, where we might expect the high number of other traumatic experiences to obscure the importance of CSA, there was still a statistically significant relation with psychopathology.
There are still unanswered research questions about mechanisms linking CSA to psychopathology. Cole and Putnam 79 postulate that self-definition, integration, and selfregulation of affect and impulse control are jeopardized by sexual abuse occurring during major developmental transitions from infancy to middle adulthood. For example, abuse that occurs during preschool years may disrupt ego development and thus have a profound and pervasive negative effect on the development of adult personality. Additionally, if an adolescent has to rely on denial and dissociation to cope with abuse, Cole and Putman point out, the risk for severe psychopathology is high. Others suggest that CSA, which is threatening by nature, may interfere in a developing child's sense of security and ability to trust others, leading to increased anxiety and emotional distress. Guilty feelings may also play a role; survivors of CSA often report self-blame and difficulty trusting others. 29 
Strengths and Limitations
A potential source of bias in this study is the accuracy of retrospective recall. Memory studies with survivors of CSA have shown that there are people who, when questioned as adults, do not recall even clearly substan-tiated CSA events. 80, 81 Substantial stigmatization is involved in reporting rape or molestation, especially among men. There is little evidence, however, that people overreport these experiences and substantial evidence of underreporting, especially among men. 80 Thus, we have most likely underestimated the prevalence among the household population in this study, which could lead to possibly under-or overestimating observed associations. Our assessments of rape and molestation were more comprehensive than those used in some studies, but research suggests that the questions might have elicited higher prevalences by including specific sexual acts. 36 Furthermore, although the CIDI has been shown to be reliable and valid, there still might be respondents who did not accurately report the presence or timing of their symptoms. This bias is potentially nonrandom if those who were sexually abused recalled more psychiatric symptoms than those who were not abused, or if those in treatment for psychiatric problems were more likely to recall abuse. The number of men who reported CSA was relatively small (n=75), which limited the statistical power in some of the analyses. We are also limited in our ability to determine causality, given that the data are cross-sectional and nonexperimental. This is the first study, to our knowledge, that was able to assess the relationship between CSA and such a comprehensive range of mood, anxiety, and substance disorders in a large, representative sample of the United States. Another strength of this study was our ability to examine the role of 19 other adverse childhood experiences, using both multivariate and stratified analyses. However, there are other negative family factors that we did not control for that may confound the relation, such as child neglect, social isolation, a history of CSA among parents, and parental personality disorders.
Implications and Future Research
We found compelling evidence that CSA is associated with a substantial increased risk of psychopathology, whether or not it occurs as part of a larger syndrome of childhood adversities. The results of this study suggest the need for public health prevention programs both to reduce the prevalence of CSA and to develop efficacious treatments. Public health practitioners should note, however, that it is not only high-risk families with a constellation of adversities that should be targeted. We have shown that CSA that occurs in relatively healthy families can also be damaging. Thus primary prevention approaches targeting all children and families as being potentially at risk should be continued and rigorously evaluated. These programs should go beyond group-based personal safety instruction to include perpetrator prevention strategies and parenting workshops. Additionally, evaluations should ensure that primary prevention efforts are not doing harm.
It is also time for a better understanding of why CSA is related to subsequent psychopathology and what mechanisms are at work that make CSA stand apart from other childhood adversities. This knowledge will help both prevention practitioners and those treating CSA survivors. From an epidemiologic perspective, the results of this study suggest that the prevention of CSA may also be an important strategy for reducing psychopathology.
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